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ความถี่พรอ้มรอ้ยละ ค่าพสิยั และคา่เฉลีย่พรอ้มส่วนเบีย่งเบนมาตรฐาน ทดสอบ
ความแตกต่างระหว่างกลุ่มโดยใช้ t-test ส าหรบัคะแนนอารมณ์เศร้า และ chi-
square test ส าหรบัการมอีารมณ์เศรา้ ทดสอบความแตกตา่งก่อนและหลงัทดลอง
ภายในกลุ่มดว้ย paired t-test ผลการศึกษา: กลุ่มทดลองมคีา่เฉลีย่อารมณ์เศรา้
หลงัคลอดที่หลงัทดลองน้อยกว่าก่อนทดลอง ( t29 = -5.87, P < 0.001) ที่หลัง
ทดลองกลุ่มทดลองมคีา่เฉลีย่ของความแตกต่างของคะแนนอารมณ์เศรา้ก่อนและ
หลงัทดลองมากกวา่กลุม่ควบคุม (t58 = -2.57, P < 0.01) โดยกลุม่ทดลองมคีะแนน
เฉลี่ยอารมณ์เศรา้หลงัคลอดลดลง 15.23 คะแนน (SD = 14.22) ในขณะที่กลุ่ม
ควบคุมลดลง 6.50 คะแนน (SD = 11.97) และหลงัทดลองกลุ่มทดลองมสีดัส่วน
ของผู้มอีารมณ์เศร้าหลงัคลอด (30.0%) น้อยกว่ากลุ่มควบคุม (56.7%) อย่างมี









Objective: To assess the effects of the education and family support 
program on postpartum women with blues. Methods: In this quasi-
experimental study, the pre-test and post-test of maternity blues in the 
experimental and control groups were performed. Participants selected by 
convenience sampling were 60 postpartum women with blues who stayed on 
the obstetrics-gynecology ward of Queen Sirikit Hospital, Chonburi Province. 
The first 30 cases were allocated to a control group and the rest to an 
experimental group. In addition to the routine nursing care provided for both 
groups, participants in the experimental group also received the program 
service. The participants’ demographic information and Kennerley’s Blues 
scores were collected using the questionnaires. The Blues questionnaire had 
a Cronbach’s alpha coefficient of 0.85. Data were analyzed and presented 
as frequencies with percentages, ranges, and means with standard 
deviations. The mean blues scores between groups were tested by a t-test, 
and having the blues symptom by a chi-square test. The within-group 
changes of mean blues scores were tested by a paired t-test. Results: In 
the experimental group, the post-test maternity blues mean score was 
significantly lower than the pre-test score ( t29 = -5.87, P < 0.001). After the 
experiment, the decrease in the mean difference of post-test and pre-test 
blues scores of the experimental group (15.23  14.22) was significantly 
more than the decrease of 6.50  11.97 in the control (t58 = -2.57, P < 0.01). 
The experimental group had a lower proportion of women with postpartum 
blues than the control (30.0% vs. 56.7%; 2  = -4.34, df = 1, P = 0.02). 
Conclusion: The education and family support program could decrease 
blues in postpartum mothers. Nurses responsible for caring mothers should 
screen for blues in women during pregnancy and postpartum.  
Keywords: Education and family support program, maternity blues, 
postpartum women  
Introduction 
Postpartum, maternity, or baby blues usually occurs within 
24 - 72 hours after delivery.1 Blues is normally attributable to 
physiological and psychological changes during postpartum. It 
can return to normal within a week. This problem has been 
usually unrecognized. Thus, postpartum mothers are not 
routinely screened for maternity blues. As a consequence, 
they do not receive attention and appropriate care. Their blues 
symptoms might aggravate to postpartum depression or 
psychosis that could seriously endanger their own and their 
family’s health which needs to be cured urgently.2 A previous 
study reported that there were maternity blues cases up to 
two-thirds of all postpartum women.3 One-fifth of postpartum 
depression cases persisted within one year after giving birth.1  
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Postpartum blues adversely affect health of mothers, their 
family, and their child. Effects on mothers include insomnia, 
irritability, anger, and lack of interest in themselves and their 
environment. Regarding effects on family, women with 
maternity blues are not interested in keeping relationship with 
others such as spouse. As a result, their marital relation could 
be broken.4,5 In terms of negative effects on the offspring, 
these women have less interaction and poor attachment with 
their child which could further contribute to their child’s 
delayed physical, psychological, and social developments.6,7 
Incidences of maternity blues vary depending on regions 
and postpartum stages. Regarding regions, in developed 
countries such as USA, UK, Australia, Germany, and Hong 
Kong, incidences of postpartum blues are as high as 40 – 
65%.8 While in developing countries, such as Iran and Nigeria, 
rates of postpartum blues are 22.3 - 31.3%.9 Differences in 
blues incidence in various regions might depend on 
differences in cultures, societies, daily living patterns, and 
awareness of, recognition on, and screening for maternity 
blues. Regarding postpartum stages, incidences of 
postpartum blues right after giving birth, and at day 2, day 3 - 
4, and day 5 - 6 are 80%, 62%, 25%, and 13%, respectively.8,9 
Although, there has been is no study of maternity blues 
incidence in Thailand, researchers reported that in the first 48 
hours after delivery, 38.2% of postpartum women had mental 
health problems such as stress, anxiety, or mood change.10 In 
addition, a study at Queen Sirikit Hospital in the year 2010 
reported that 32.5% of women had depression during the 
period of 4 – 6 weeks post-delivery.11  
In Thailand, program for alleviating maternity blues has 
never been developed and its effectiveness has never been 
investigated. With a concern about the need to help these 
women, we thus initiated and evaluated the educational family 
support program to relieve maternity blues in postpartum 
women at Queen Sirikit Hospital, Chonburi. Research 
hypotheses included 1) experimental group had the maternity 
blues post-test mean score less than pre-test mean score, 2) 
experimental group had the maternity blues post-test mean 
score less than that of control group, and 3) experimental 
group had the proportion of post-test maternity blues less than 
that of control group.  
Providing postpartum women and their family the self-care 
knowledge and promoting social support to these women 
could help alleviate women’s mood disorders. Postpartum 
mothers receiving postpartum self-care education program 
had less blues12 and depression.13 Giving family members the 
education of taking care of postpartum mothers resulted in 
enhancing health of the mother.14,15 Moreover, mothers with 
support from family had less blues16 and depression.2 As a 
result, the framework of this present study was based on blues 
education concept of Beck and Drischoll12 and social support 
concept of Schaefer, Coyne, and Lazarus’s.17 The intervention 
program in this study provided three kinds of education. First, 
the women were taught to recognize their physiological and 
psychological changes during postpartum. Second, they were 
also advised to take care of their nutrition, rest, physical 
activity, exercise, and emotion. Third, family members or 
significant others were also instructed to provide postpartum 
women with tangible, informational, and emotional support. 
Education was provided at the hospital and home via 
telephone call by the researcher. Family support was also 
provided both at the hospital and home. Family tangible 
support included providing financial support and helping with 
household chores, so postpartum mothers could have healthy 
diet and have enough rest. Family informational support 
meant that family members gave advice regarding nutrition, 
rest, physical activity, exercise, and emotion in order to restore 
women’s health. Family emotional support was referred to 
various positive affects including loving, understanding, paying 
attention, and strengthening emotion.  
 
Materials and Methods 
 
This research was a quasi-experimental study since we 
had test and control groups with no randomization. We tested 
the association between maternity blues score as dependent 
variable with the intervention which was the educational family 
support program against the usual care among postpartum 
women.    
 
Participants and study group allocation   
Participants of this study were postpartum women with 
blues admitted to the postpartum recovery unit of the 
obstetrics-gynecology ward, Queen Sirikit Hospital, Chonburi 
from February to April 2017. They were screened for blues 
within 24 - 48 hours postpartum using Kennerley’s Blues 
Questionnaire with a total score of 7 points or more indicating 
the symptoms.18 Inclusion criteria consisted of 1) having at 
least 18 years of age, 2) having vaginal delivery, 3) giving 
birth to a healthy newborn, and 4) being able to communicate 
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in Thai. The number of participants, or sample size, was 
based on the central limit theorem indicating that each group 
should have at least 30 cases to achieve a theoretically 
normal data distribution.19 Thus, experimental and control 
groups each had 30 cases of postpartum women. These 
participants were selected by convenience sampling. The first 
30 cases were allocated to control group; the latter 30 cases 
to experimental group.   
 
Research instruments  
Instruments of this research were comprised of the 
intervention and measurement tools. In terms of the 
intervention, the experimental group was given the education 
and family support program. It was a set of activities given to 
the postpartum mother and her family significant other. 
Activities associated with education were provided both at 
hospital and home (via phone). The educational contents were 
related to 1) cause of maternity blues and its effects, and 2) 
care for postpartum women with blues regarding nutrition, 
rest, physical activity, exercise, and emotion. This program 
was examined and approved for its validity by a five-expert 
panel including two nurses specialized in mental health and 
psychiatric nursing, and three nurses specialized in obstetric 
nursing. The detail of the experimental procedure was 
provided in the following Experimental Procedures section.  
For the measurement tool, data were collected by self-
reported questionnaires asking for demographic information 
and maternity blues symptoms. Demographic information 
questionnaire was developed by the researchers. It took about 
5 minutes to complete. Maternity blues was measured by 
Kennerley’s Blues Questionnaire18 which was back-translated 
into Thai by Phuangprasonka20 and slightly modified by the 
researchers. This scale contained 2 parts of 28 items asking 
mothers about current feelings related to seven groups of 
symptoms or feelings such as primary blues, reservation, 
hypersensitivity, depression, despondency, retardation, and 
decreased self-confidence. Part 1 asked the mothers whether 
they had such feelings (yes/no answer) with a total score of 
28. The existence of postpartum blues was identified with a 
score of 7 or more. On each of the 28 items, if the mother 
answered yes, they were asked to rate the intensity of such 
symptoms or feelings using a 5-point Likert-type rating scale 
ranging from 1-less than usual to 5-much more than usual. 
With a possible total of 140, higher score indicates a higher 
level of blues symptoms. Part 2 had an acceptable internal 
consistency reliability with a Cronbach’s alpha value of 0.85. 
This blues questionnaire took about 10 minutes to complete.  
 
Human Subject Protections  
This research project was approved by the Institutional 
Review Board of Burapha University (IRB No. 02-09–2559; 
approval date: October 11, 2016) and Queen Sirikit Hospital 
(IRB No. COA-NMD-REC007/60; approval date: February 10, 
2017). Participant mothers were informed about purpose, 
benefit, and detail of the research by written and verbal 
explanation. Their participation in this study was voluntary and 
they had the right to withdraw from the study at any time. 
Choices of their volunteer would not affect any service they 
received. For those voluntarily participated in the study, they 
were asked to sign the consent form. If any participant 
mothers had obvious symptoms of severe blues, either before, 
during, or after the study, the researchers would inform those 
mothers and their relatives and refer the mothers to 
responsible physicians especially psychiatrists. Anonymity 
and confidentiality of the participants were assured and no 
personal information was disclosed to any other persons. All 
data were stored in a secure place and only utilized for the 
purpose of the study. The results were reported as group, not 
individual participant data.  
 
Experimental procedures  
The experimental procedures were conducted after the 
research proposal was approved by the Ethical Approval 
Committee of Burapha University and Queen Sirikit Hospital. 
Postpartum mothers eligible for the study were asked to 
complete demographic questionnaire and Kennerley’s Blues 
Questionnaire for the pre-test blues symptoms. Those in 
control group were given routine care such as general 
postpartum self-care education and perineum wound checkup 
appointment at one week after baby delivery. On the day of 
wound checkup appointment (day 7 post-delivery), they were 
asked to report the post-test blues questionnaire using 
Kennerley’s Blues Questionnaire.  
The experimental group received both routine care and 
the education and family support program. Before discharge 
from the hospital, the researchers educated the participant 
and her family significant other for 50 minutes. The education 
consisted of providing information and booklet with the content 
relating to postpartum change, postpartum blues and its 
effects, and maternal and family roles in caring of postpartum 
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women with blues. During the education session, the 
researcher (S. Siriarunrat) encouraged mothers and their 
family to release their feelings, so that the researcher could 
reflect on the issue. The researcher also encouraged them to 
discuss about their concerns and ask questions, if any. The 
researcher made an appointment with the family for a 10-
minute home follow-up via telephone. If necessary, the 
researcher encouraged the family to help the participant 
mothers in daily-life activities. After hospital discharge, at day 
4 postpartum, the researcher telephoned the family to ask 
about the mother’s condition and how the family helped the 
mother. Furthermore, the researcher encouraged the family to 
disclose their concerns, if any, so that the researcher could 
reflect on the issue and give them advice. On the day of 
wound checkup appointment (day 7 post-delivery), 
participants in the experimental group completed the post-test 
blues questionnaire.  
     
Data analysis  
The results were presented by descriptive statistics 
including frequency with percentage, range, and mean with 
standard deviation. Differences in interval or ratio scale 
variables were compared by t-test or Mann-Whitney U test, 
while differences in categorical variables were tested by chi-
square test or Fisher’s exact test, as appropriate. In each 
group, change of blues symptom scores within group was 
tested by paired t-test or Wilcoxon signed rank test, as 
appropriate. Differences in blues symptom levels between 
groups at post-test was tested by ANCOVA to adjust for pre-
test score. Statistical significance for all tests was set at a 
type-I error of 5% or P < 0.05. Two-sided significance test was 
used for comparing differences of demographic data between 
the two groups, while one-sided test was used for comparing 
blues symptoms as guided by previous research on this 
topic.12,16 All statistical analyses were performed using an 





Participant postpartum mothers in the experimental and 
control groups were not significantly different in any aspects 
of their demographic status (Table 1).  
 
 Table 1  Demographic data of participants (N = 60).  
Demographics 
Experimental group  
(n = 30) 
Control group  
(n = 30) Test statistics 
P-value 
(2-sided) 
Number % Number % 
 
Participants 
Age (years), (range)  
mean  SD 
18 – 39 
27.87  4.66 
20 – 36 
28.40  4.07 
-0.47† 0.64 
Education (years), (range)  
mean  SD 
6 - 16 
13.47  2.61 
6 – 16 
12.30  3.06 
1.59† 0.12 
Family monthly income (Baht), (range)  
mean  SD 
9,000 – 60,000 
27,833.33  12,903.04 
15,000 – 80,000 
31,700.00  15,288.38 
-1.06† 0.29 
Marital status      1.09# 0.30 
- Married 15 50.00 11 36.67   
- Co-habitat    15 50.00 19 63.33   
Family type     0.27# 0.60 
- Nuclear 12 40.00 14 46.67   
- Extended 18 60.00 16 53.33   
 
Significant others 
Family role     1.49# 0.22 
- Husband  21 70.00 25 83.33   
- Mother or mother in law  9 30.00 5 16.67   
Age (years), (range)  
mean  SD 
24 – 70 
39.43  13.12 
22 – 58 
34.50  9.29 
1.68† 0.10 
Education (years), (range)  
mean  SD 
4 – 16 
9.20  3.95 
6 – 16 
13.60  2.49 
-4.27$ < 0.001 
Having partner      & 0.24 
- Yes  27 90.00 30 100.00   
- No  3 10.00 0 0.00   
Financial status     5.94# 0.05 
- Having savings  10 33.33 6 20.00   
- Having no saving, with no debt  6 20.00 15 50.00   
- Having debt  14 46.67 9 30.00   
  † independent t-test; $ Mann-Whitney U test; # chi-square test; & Fisher’s exact test (test value not reported).  
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Mothers in experimental group had an average age (27.87 
years) that was slightly lower than that in control group (28.40 
years). Compared with control group, experimental group had 
a slightly higher average number of years of education (12.30 
and 13.47 years, respectively), a lower average family monthly 
income (31,700.00 and 27,833.33, respectively), a lower 
proportion of the postpartum woman living with their husband 
(63.33% and 50.00%, respectively), and a lower proportion of 
those living with extended family (60.00% and 53.33%, 
respectively). Regarding the women’s family members or 
significant others, their family role, age, marital status and 
economic status between the two groups were not significantly 
different. Nevertheless, family significant others of the mothers 
in experimental group had significantly fewer years of 
education than those in control group (P-value < 0.001) (Table 
1).  
 
Changes of blues symptom scores within groups  
Blues mean scores at pre- and post-test within each group 
as measured by Kennerly’s Blues Questionnaire Part 2 were 
tested by paired t-test. It was found that the mean score at 
post-test was lower than that at pre-test significantly both in 
experimental group (P-value < 0.001) and control group (P-
value < 0.01) as depicted in Table 2.  
 
 Table 2  Comparisons of pre-test and post-test blues mean 
scores within group by paired t-test (N = 60).   





Experimental group (n = 30) 
Pre-test 39.23 13.25 -15.23 14.22 -5.87 29 < 0.001 -20.55 -9.92 
Post-test 24.00 10.44        
 
Control group (n = 30) 
Pre-test 41.87 12.45 -6.50 11.97 -2.97 29 < 0.01 -10.97 -2.03 
Post-test 35.37 17.80        
Note: Md = mean of difference scores between pre-test and post-test within group, SDd = standard deviation of difference scores, df 
= degree of freedom, CI = confidence interval, LL = lower limit, UL = upper limit.  
 
 
Differences in blues symptom levels between groups  
Mean scores of blues symptoms and proportions of 
mother with definite blues symptoms between the two groups 
were compared. In terms of blues mean scores (Kennerley’s 
Blues Questionnaire Part 2), it was found that pre-test blues 
mean score of experimental group was not significantly 
different from that of control group (t58 = 0.79, P-value = 0.43). 
With such non-significant result, independent t-test and 
ANCOVA adjusting for pre-test blues mean scores were 
candidates. To gain more statistical power, ANCOVA was 
preferred to independent t-test. This is because ANCOVA took 
pre-test blues mean scores of the two groups into account 
even though these baseline values were not significantly 
different. Unfortunately the assumptions of ANCOVA were not 
met. As a result, independent t-test was performed. However, 
to take the pre-test blues mean scores into account, mean 
difference of post-test and pre-test blues scores between the 
two groups was tested for statistical significance. It was found 
that at post-test the mean blues score of experimental group 
decreased by 15.23 points (SD = 14.22) from pre-test, which 
was higher than the decrease in control group (6.50 points, 
SD = 11.97) with statistical significance (t58 = -2.57, P-value < 
0.01) (Table 3).   
 
 Table 3  The Comparison of post-test/pre-test blues 
difference mean scores between the two groups by independent 











Experimental group  
(n = 30) 
-15.23 14.22 -8.73 -2.57 58 < 0.01 -15.53 -1.94 
Control group  
(n = 30) 
-6.50 11.97       
Note: Md = mean of difference scores between pre-test and post-test within group, SDd = standard deviation of difference scores,  
df = degree of freedom, CI = confidence interval, LL = lower limit, UL = upper limit.  
 
 
Based on the total score of Kennerley’s Blues 
Questionnaire Part 1, all participants had maternity blues at 
pre-test as it was one of the study inclusion criteria. However, 
after experiment, proportion of mothers with blues in 
experimental group (56.70%) was higher than that in control 
group (30.0%) with statistical significance (2 = -4.34, df = 1, 
P-value = 0.02) (Table 4).  
 
 
 Table 4  Comparisons of proportion of mothers with blues 




(n = 30) 
Control group  
(n = 30) 2 df 
P-value 
(1-sided) 
N % N % 
Before experiment        
- Mothers with blues 30 100.00 30 100.00    
        
After experiment     -4.34 1 0.02 
- Mothers with blues 9 30.00 17 56.70    
- Mothers without blues 21 70.00 13 43.30    
Note: Md = mean of difference scores between pre-test and post-test within group, SDd = standard 
deviation of difference scores, df = degree of freedom, CI = confidence interval, LL = lower limit, UL 
= upper limit. 
ไทยเภสชัศาสตรแ์ละวทิยาการสขุภาพ ปี 12 ฉบับ 2, เมย. – มยิ. 2560  73 Thai Pharm Health Sci J Vol. 12 No. 2, Apr. – Jun. 2017 
Discussions and Conclusion 
 
In this experimental study, we tested the effects of the 
education and family support program to alleviate the 
postpartum blues symptoms compared with the usual care. 
Experimental group having lower blues mean score and 
proportion of women with blues than control group could be 
explained by various rationales. First, informing mothers and 
their family about the mother mental health condition, even 
though it was normal, could have helped raise their 
awareness. Information regarding cause and effect of 
maternal blues could also contribute to such benefit. Second, 
educating both the mothers and their family about caring for 
this maternal blues condition provided them guidance for 
taking care of women’s health.14-16 Third, allowing the mothers 
to ventilate their feelings and reflecting their feelings by the 
researchers helped them gain an insight on their condition.  
Fourth, tangible information and emotional support from 
family could help promote high self-esteem among mothers 
which could lead to an ability to cope with any negative 
situations or feelings. Fifth, phone follow-up on day 4 post-
delivery by the researcher allowed the family to reveal and 
relieve their frustration. In addition, families could share their 
new problems and ask for an advice to dealing with them. 
Encouragement by the researcher to the families helped them 
maintain their appropriate roles.15,21 This program showed its 
effectiveness even though families in experimental group had 
significantly fewer years of education than those in control 
group.  
This study had some limitations. With a convenience 
sampling and no random group allocation, the study was 
quasi-experimental in design. Certain level of bias could be 
introduced even though it was not systemically proved. A 
randomization in future research could help alleviate this bias 
and gain more credibility. Since some participants remained 
having blues symptoms at the end of the study, a longer study 
follow-up period could help test an intermediate, if not long-
term, effect of the program. This study only tested the 
effectiveness of the program quantitatively. To understand 
more about those nine mothers in experimental group who 
were unable to restore their mental health within one week, 
qualitative study on what impede them to succeed is in need.  
In conclusion, education and family support program could 
relieve blues in postpartum mothers. To care for mental health 
of mothers systematically, women should be screened for 
blues since pregnancy to postpartum. Early detection would 
offer an effective intervention. The program should be 
appropriately modified and applied to individual mothers to 
help them relieve their blues and prevent the progression to 
depression. In addition, it should be considerably applicable 
since the program was seemingly effective regardless of the 
educational level of the women’s family members. 
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